the therapy of the illness. Disease on a wide variety of fronts came to be considered the reaction or attempts at adaptation of a host organism with special characteristics, physical and psychological, to a variety of different types of stress. In the psychiatric field this model had served well in the neurotic conditions; that is, well as far as the individual therapist was concerned and his understanding of the patient, but frequently very poorly in communication. Thus we still have the most confusing situation for the medical student, the case that one staff man calls a chronic anxiety neurosis; a second, a psychophysiological reaction; and third, a personality disorder-passive dependent type; but all agree that they are talking about the same thing and their therapeutic plans would be identical. This would be the concept of reaction types as well put forward by Loftus (1) .
"The reaction type concept implies that certain signs and symptoms are encountered within the field of disordered behaviour which are understandable as a reaction of the individual with his peculiar constitutional and experiential background to the circumstances of his life. In this concept there is no pretence to recognize and no need for the assumption of a specific etiological factor. The reaction type is seen to be the sum total of the individual's ability to respond in an adaptive or mal-adaptive fashion to his enviroument, utilizing the potentialities for health and for disease which are at his disposal."
The group of behaviour disturbances which we call the psychosis has presented greater difficulty. Kraeplin made his classical distinction between the manic depressive psychotic group and dementia praecox. Observers were soon troubled by situations where one hospital in a large city could find that its psychotic admis-S67 Medicine has progressed by isolating separate disease entities, with a single etiology, a group of clinical manifestations, a prognosis, and therapy. Medical students have long been pressured to arrive at "the diagnosis" and prescribe "the treatment". Multiple diagnoses have been viewed with suspicion and multiple therapies referred to scornfully as "shotgun" with the implication that they frequently reflect the ignorance of the physician rather than the needs of the patient. Psychiatry has followed this general model and appeared at the turn of this century to be making progress towards such a goal. In the field of general medicine dealing with diseases frequently caused by specific traumatic, bacterial, or degenerative processes this model works surprisingly well and led to great advances in our understanding and therapy of disease. However, with increasing knowledge it became apparent that in many cases, and indeed, perhaps in all cases, disease could not really be understood wholly in terms of the degenerating cells or the invading organism but that factors inherent in the patient had to be considered: his constitution, his acquired resistance, predisposing factors, and indeed even his personality makeup.
Thus the field of medicine began to develop and has assumed important proportions where the patient's personality would appear to be one of the important operative factors in the production of his disease and this has produced mixed pictures with overlapping of symptomatology, prognosis, and therapy. Single etiology and simple etiological classification proved ineffective and we began to talk about multiple etiology in the psychosomatic field with an insistence that the study of personality structure was of marked importance in prognosis and in 1Professor and Head, Department of Psychiatry, Dalhousie University Medical School. sions were made up of 70% dementia praecox and 30% manic depressive and a second hospital in the same city could find exactly the reverse, and on closer observation found that a number of cases really appeared to fit somewhere in between these two extreme concepts. Thus from the beginning there was dissatisfaction with these mutually exclusive conditions, and of recent years the situation has become worse. This has been institutionalized in the diagnostic and statistical manual of the American Psychiatric Association under the grouping "schizophrenic reaction: schizo-affective type" and the paragraph is continued, "This category is intended for those cases showing significant mixtures of schizophrenic and affective reactions."(2) The occurrence of these mixed psychoses was perhaps of no practical importance when therapy consisted largely of custodial care and waiting for nature to effect a recovery in a group of patients which were then put in the manic depressive group whereas those in which recovery did not take place were thrown into the dementia praecox waste basket. However, with the advent of active therapy it became important to prognosis and treatment to have better diagnostic acumen. As a very general rule, it became apparent that the cases in which there was a very large affective component generally did well with convulsive therapy. On the other hand, those in which the schizophrenic features were most prominent did not do too well with any kind of therapy but probably did best with insulin coma or a very long course of electro-convulsive therapy.
The importance of such a distinction was emphasized by the experience that most psychiatrists have had of seeing a patient who appeared to be depressed, treating that patient with electro-convulsive therapy and after a few treatments seeing the depression clear up but the patient now having a rather typical schizophrenic syndrome with paranoid delusions, hallucinations, etc. One became extremely hesitant about prognosis when the patient's pre-morbid personality was exceedingly schizoid or indeed there were some schizophrenic features present at the time of the examination. One also had the experience of seeing the patient who had perhaps been hospitalized five or six years previously with an illness called by competent psychiatrists "schizophrenia" presenting with a typically depressive symptomatology and on the second occosion responding to electro-convulsive therapy. It seemed then that this clear-cut distinction could not be maintained but rather that there was a continuum of psychotic behaviour with affective features at one end and with schizophrenic features at the other and that prognosis and treatment was apt to be very difficult, depending on the mixture of these clinical features.
It must be recorded that there have been, and are, persuasive opponents of this view. The geneticists, for example, would tell us that the hereditary background is entirely different in the mood and content psychosis and that the bastard term "schizo-affective" genetically speaking is most unsatisfactory. Indeed my own argument regarding the different physical therapies necessary would suggest that there are basically two processes going on in these psychoses. Be that as it may, clinical experience would leave little doubt that these two processes may exist in the same person at the same time and produce a mixed picture. .
In addition to this schizo-affective mixture the other type of common mixed picture is a mixture of anxiety and depression. It appears to me that this clinical picture is produced in two ways-the first is the so-called reactive or neurotic depression and in a psychopathological sense does not belong in the psychotic category at all. (In the medical-legal sense it may very well do so.) The other, and to me more important, type from the standpoint of this discussion is the patient who has had at the least a neurotic per-sonality make-up and frequently frank anxiety symptoms for a good many years and then develops a depressive reaction on top of this. Frequently this patient is a lady in her mid 40's or early 50's who through the years has suffered from cardiac palpitation, indigestion, headaches, fatigue, etc., with an anxiety sleep pattern and has often been the victim of several surgical assaults. Not infrequently her natural involutional regrets are hurried and intensified by an ill-advised hysterectomy and following this, depressive symptomatology is apparent. The clinical picture is mixed with depression, suicidal ideas, weight loss, hopelessness about the future, and regrets about the past, mixed with neurotic symptoms, palpitation, indigestion, anxiety dreams, and anxiety sleep pattern. Such a patient is obviously suffering, demands immediate therapy, and may stir up many kinds of feelings in the. therapist. Frequently if one is seduced into giving such a patient E.C.T. one finds gratifying improvement for the first two or three treatments. H-owever, usually the first time you see the patient after the fourth treatment, she asks if there were something different about this treatment than the others. Reassured, she goes on to say that she was more confused, that her head aches worse, that she has a backache, that she had dreadful indigestion, and a whole new set of symptoms are presented almost entirely anxiety determined and of such persistence that they may plague the therapist for the rest of the life of this therapeutic contact.
It would be my impression that the frequency of both of these patterns with mixed symptomatology has increased markedly over the years; and as a result, it has become almost impossible to teach medical students a system of psychiatric classification that has not proved unsatisfactory by the time they have seen ten cases and the straight forward satisfactory diagnosis that seemed to be common twenty years ago is becoming more and more a thing of the past. A survey of the last 100 cases that I have seen in private practice shows that 47 patients received a psychotic diagnosis. Of this group, 18 showed a mixed picture with depression, anxiety, and schizophrenic features present.
The advent of psychotherapeutic drugs again pointed up the need for careful clinical differentiation before treatment was instituted. The first of this group, the Rauwolfia compounds certainly had an anti-anxiety and anti-schizophrenic effect but equally were potent producers of depression which frequentl~need~d elect:oconvulsive therapy to bring this reaction to an end once it had started. To some extent the same thing was true of chlorpromazine though its depressive prod.ucing qualities were not as great as reserpme.
In depressions which were characterized by agitation and anxiety, it was customary to use one or the other of the phenothiazines to control the agitation but there was always the possibility that one might increase the depression. Indeed, there have been suicides reported when mild depressions were looked on as "just nervous" and treated with phenothiazines. A few years later it became apparent that in some patients where anxiety and sch~o phrenic features were present along WIth depression, the use of anti-depress~nt medication might improve the depression but, in just the same way that electroshock had previously acted, would intensify the schizophrenic or anxiety features often to dangerous limits. Thus, therapists began to combine the tranquilizers or antipsychotic drugs with the energizers or anti-depressant drugs to produce a sort of tailormade prescription aimed at the various target symptoms which the patient produced. I would like to report two cases to illustrate these points.
Case I
This patient was treated in the very early days of imipramine and was perhaps the first patient who was treated with such combined therapy in our centre.
Mrs. A. B., a 43-year-old physician's wife was referred to me because of depression of two months' duration. Her history revealed a high level of tension and anxiety since her school days. This had showed itself in occasional insomnia during periods of stress, for example, examinations. Her husband was a very busy practitioner. He would frequently be on a call when another call would come to the house. His wife would promise to send him as soon as he returned, which might be a matter of several hours; and during this time she would become increasingly worried, fantasy the waiting patient bleeding to death and by the time her husband returned, would be in agony until she could despatch him on his next life-saving mission. Through the years she had had periods of cardiac palpitation, gastro-intestinal upsets, sleep disturbance, and a tendency to be a "worrier". In her last pregnancy some eight years previously she had had two weeks of palpitation and increased heart rate which finally terminated in her being hospitalized some ten days before the delivery with a pulse rate of 120 which persisted for 48 hours. She was seen by her internist who felt that this was a functional thing.
A few months before the onset of this depression her husband came home one night with airplane tickets for Europe, this being his first vacation in 20 years. She was at first delighted, then became worried and anxious about leaving her children, facing the unknowns of a new country, and a few days later developed crying periods, poor sleep, loss of appetite and feeling that something dreadful would happen if they took this trip. At the time of referral she was markedly agitated and had lost some 12 pounds in weight. She was seen psychotherapeutically and given sedation but to no effect. After six weeks she was given.six electroconvulsive treatments and improved. During the author's absence at the American Psychiatric Association meeting that year she was seen supportively by a colleague but on my return she was again depressed, anxious, and restless. KeT. was re-instituted with slight relief of depression but with increasing complaints of tension, anxiety, and restlessness. She was admitted to the psychiatric unit at the Victoria General Hospital and started on sub-coma insulin therapy, chlorpromazine, and psychotherapy. After three weeks there was no real improvement. There had not been the usual response of increased appetite and weight gain with the insulin, and at this time we had just begun to use imipramine'; she was placed on 25 mg. 3 times a day. In the evening of the second day on this medication she complained of increasing tension, restlessness, and fear of losing control of herself. These feelings became worse and a few hours later she was panicky, tossing from side to side of the bed, and in a state of extreme agitation and terror. Large doses of promazine intravenously and intravenous barbiturate were needed to control her mounting anxiety. The imipramine was stopped but as soon as her heavy sedation diminished her panic returned. She could not rest and over the next few days lost five pounds more. Her deterioration was so rapid that her life was feared for. In desperation we initiated continuous sleep therapy with sodium amy tal and chlorpromazine and she was tube fed. After two weeks this was gradually discontinued. At this point she was rather depressed, restless, agitated, and complaining constantly of hopelessness and fears for the future.
Over the next few months she was carried on a variety of drugs with chlorpromazine in doses of 100 to 800 mg. being used most of the time. Occasionally anti-depressants, such as dextro-amphetamine, and a dextro-amphetamine-amobarbital combination were tried with no success. At one point imipramine was re-introduced but, when after the second dose her anxiety and agitation began to increase, was discontinued. At about this time, levopromazine became available and for the first time her tension and anxiety decreased a little. Despite this, her depres-sion remained, and it was felt that she would have to be committed to the Nova Scotia Hospital. While awaiting the opening of the new building, it was decided to try imipramine again in a combination with levopromazine. To my surprise this combination produced none of the unpleasant side effects noted previously with 50 to 75 mg. of imipramine; and at the end of two weeks she was taking imipramine 150 mg. t.i.d. with levopromazine 10 mg. t.i.d. and 25 mg. h.s. At about this time signs of improvement began to appear. She complained less, took more part in ward activities and occupational therapy, showed a little interest in returning to her home, and what was happening to her children, slept and ate better, and two weeks later gained back 7 pounds in weight. She continued to improve, and at the end of six weeks was discharged from hospital, still on her medication. This was continued for a sixmonth period and then gradually withdrawn. She has remained improved and while having signs of occasional anxiety, is reported by her husband and friends as being as well as she has been for years. Case 2 Mrs. X.Y., a 33-year-old woman markedly asthenic in body build was referred because of "headaches". After the first five minutes of the interview she blurted out that her headaches were only bad when she got angry at her husband and that she had really come for help to control her bad temper and her suspicions concerning him. She then revealed that she had had an illness five years before and had been hospitalized in the provincial hospital for a period of 18 months. During this period she had been in low spirits, had definite paranoid delusions concerning her husband and the hospital staff, heard voices, accusing her of hetero -and homosexual misbehaviour. At this time she had received a long course of electro-convulsive therapy and eventually made a slow and undramatic recovery. She was discharged not completely well, but over the next year she continued to improve and for the three years prior to this referral seemed to have been in moderately good health. However, about six months previously she had become increasingly irritable and had begun to be increasingly suspicious of her husband and his relationships with various women whom he met in his daily work. Finally, her constant ill-founded accusations drove him into the arms of an attractive young woman with whom he was working. This was a very abortive affair, consisting of at the most a few stolen kisses followed by a sharp upswing of the Nova Scotian Presbyterian superego and permanent separation of the not-very-guilty, not-very-intense lovers.
Some two months later Mr. Y. felt that he might end his wife's accusations and relieve his own conscience if he confessed to this mild affair; he did, and as usual the wife accepted this as proof that all her suspicions were correct and the marriage situation deteriorated very rapidly. However, in her calmer moments she retained some insight and would admit that her suspicions were probably illfounded and that any misbehaviour that had occurred was undoubtedly over long before and that she was certainly wrecking her marriage by carrying on as she was. However, if her husband was 10 minutes late for dinner or seemed preoccupied when he came home, this would precipitate an attack of tears and accusations and even though while this was going on she knew that her accusations were not true, she did not seem to be able to stop herself. To her worries at home was added the fear that she was headed for a further complete psychotic break unless help could be obtained.
She was hospitalized at the Victoria General Hospital and treated with chlorpromazine and psychotherapy. Her delusional system became less troublesome, she became less tense, slept better, and gained weight. At the end of a month she was discharged on chlorpromazine 50 mg. q.i.d. Since she lived some 200 miles away from Halifax she could be seen only every two weeks. On her first visit she reported that things were going a good deal better at home, that she had the occasional moment of suspicion but that she was able to keep quiet about this, and she discussed a good many significant things in the background of her illness. On her second visit she did not seem quite so well; and on her third visit she had changed in a startling way, now being deeply depressed, retarded, had a marked diurnal variation, and had lost six pounds since the previous visit. She felt hopeless about the future and contemplated suicide, believing that she had ruined herself and her family.
She was again hospitalized. Her chlorpromazine was stopped and she was given 7 electro-convulsive treatments. Following her fourth electro-convulsive treatment she began to improve and by her seventh stated that she was no longer depressed but that her suspicions regarding her husband had returned and she wondered if he were not continuing his affair while she was 200 miles away in hospital. The psychotherapeutic relationship also deteriorated, and she began to suspect the therapist of being an ally of her husband and aiding him in his infidelities. At this point a combination-of tranylcypromine (10 mg.) and trifluoperazine (1 mg.) was started, tablets 1 t.i.d. and levopromazine 25 mg. h.s. On the fifth day her delusional ideas were lessening, her mood remained good, and it became possible to work with her psychotherapeutically again. Two weeks later she was discharged from hospital and has been followed first with interviews every two weeks and now is being seen once a month. She was carried on her medication for a six-month period and then gradually discontinued. She was seen a few days ago (14 months after discharge). Her husband and she report that she continues to improve and that in terms both of health and personality functioning she is better than she has been at any time since her marriage. 
Summary
The introduction of potent physical and pharmacological therapies for psychotic conditions has increased the need for accurate diagnosis, not only in terms of assigning a patient to the diagnostic category but of assessing the various trends which may result in a very mixed symptomatology. Therapy, be it physical, pharmacological, or. psychotherapeutic directed against one or the other of these components may frequently intensify other symptomatology. A suitable combination of anti-depressant and anti-psychotic drugs plus the use of E.C.T. when indicated is necessary in the management of such cases. In the author's judgment this mixed symptomatology frequently results from the influence of personality trends and conflicts and particularly in these mixed states psychotherapeutic aid must also be included. In the words of Jules Masserman: "Even frankly psychotic behaviour patterns, whether depressive or schizoid, are not as sometimes inferred-merely shapeless fragments from a personality shattered by some hypothetical 'mental disease'. On the contrary, the psychosis itself is an integrated syndrome which however socially deviant is adaptively operated at all levels from the physiologic to the most abstrusely symbolic." (3) Resume L'apparition des traitements physiques et des chimiotherapies pour Iutter contre les etats psychotiques a accru la necessite d'un diagnostic precis, non seulement pour classer le patient dans sa categorie nosologique mais aussi pour etablir les diverses tendances qui se font jour a travers la complexite de la symptomatologie. La cure-qu'elle soit physique, chimique ou psychique-dirigee contre l'un ou l'autre de ces facteurs, peut frequemment amplifier l'autre symptomatologie. Une combinaison adequate d'un antidepresseur et d'un antipsychotique eventuellemenr associee al'emploi de I'electrochoc, est necessaire pour traiter de pareils cas. De l'avis des auteurs, cette presence simultanee des deux facteurs resulte de l'influence des tendances et des conflits de la personnalite, dans ces cas particuliers ou les deux elements se trou-vent meles, la psyohotherapie doit egalement etre entreprise. Selon les propres mots de Jules Masserman: "Meme les comportements des veritables psychotiques, qu'ils soient depressifs ou schizoides, ne sont pas-comme on l'a parfois suppose -les simples debris informes d'une personnalite delabree par une hypothetique 'maladie mentale'; tout au contraire, la psychose elle-meme est un syndrome global qui, s'il s'eloigne du social, s'adapte atous les niveaux, depuis Ie plan physiologique jusqu'au symbolisme Ie plus abstrus." (3) 
